Concerning this IOL-type, one can see a continuous improvement and further development concerning the design and refractive possibilities. In addition to treating cataracts, the Crystalens HD can be used to correct myopia, hyperopia and slight astigmatism up to 0.75D. The Crystalens HD is 3μm thicker in the middle of the optic than at the periphery. This additional thickness shortens the spherical radius and adds negative spherical aberration to the mid-peripheral zone of the optic. The negative spherical aberration influences the correction of presbyopia. The 5mm optic of the Crystalens HD is made of silicone, with a refractive index (RI) of 1.427 (see Figure 1) . The rigid haptics are made of polyimide. The Crystalens HD is available in the range of 10.0-30.0D in 0.5D steps. Between 18.0 and 22.0D -the major diopters -it is available in 0.25D steps. Because it is a refractive IOL, the surgeon can offer the best possible correction with this range.
secure the haptic ends onto the capsular bag. If accommodation is not avoided during this time, the refocus capacity of the IOL, which is essential for accommodation, will not be able to develop properly.
During this period, the patient will suffer from increased blinding sensitivity and will not be able to read. The patient must be made aware of this prior to surgery.
In the light of our experience and own measurements we are not able to confirm the above-described movement of the IOL. We think that the Crystalens HD works as a bifocal IOL and our patient data and results -very good distance vision and excellent intermediate vision -seems to support this hypothesis.
Post-operative Determination of Refraction
Immediately post-operatively, it may be that accommodation occurs very slowly during the change from distance vision to near vision. If a Crystalens HD has been implanted, the procedure for post-operative determination of refraction differs from that used for a monofocal IOL. The process should be carried out as though treating a young, myopic patient.
Immediately before the follow-up examination, the Crystalens HD patient must not read to avoid an accommodation spasm. All measurements for distance vision should be performed first, before intermediate and near vision are measured and controlled.
The treated individual needs to be patient concerning near vision, which must be trained. The patient must wait 10-14 days after surgery before starting to train his or her eyesight for reading. After that, the patient can start training by reading without reading glasses; their near vision will improve over time.
Results Nine Months Post-operatively
In January 2009, we began implanting the Crystalens HD in a prospective, open, uncontrolled observational study that now includes 79 eyes. This article reviews the results up to nine months post-operatively in 30 eyes.
In our experience, optimal post-operative results are achieved four to six weeks after surgery. Concerning our results, it is important to note that we were not able to perform optimal biometric measurements during our first implantations; as a result, our first values for distance vision are worse than average. We think these values will improve with a greater number of implantations.
Follow-up examinations were performed immediately post-operatively and at one, three, six and nine months. Additional follow-up is planned at 12 months. We examined visual acuity using Jaeger charts for near At nine months post-operatively:
• 93% of the patients showed optimal intermediate vision;
• 68% of the patients no longer needed reading glasses and 32% of the patients only occasionally needed reading glasses; and • 100% of the operated patients had no blinding sensitivity or halos and unchanged night vision.
Posterior Capsule Opacification
Posterior capsule opacification is treated early in all patients, eight to 10 weeks after IOL implantation. We performed a specific YAG-capsulotomy. First, we created a central 3mm gap Then, if astigmatism had developed, we created ellipsoid 90° gaps behind the optic-haptic conjunctions in the direction of the haptics to reduce the tension exerted on the capsular bag and on the IOL.
An anterior YAG capsulotomy with low energy should be performed if capsulorhexis has been created too small and capsulorhexis and optic overlap. In this case, the patient suffers from poor post-operative near vision. Also it can be performed if unilateral overlapping occurred. 
